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www.jacctctabstracts2014.com SATURDAY, SEPTEMBER 13, 2014, 5:00 PM–7:00 PMor left main (LM) disease could modify revascularization strategy. Aim: to analyze
this issue in patients with STEMI undergoing primary PCI.
Methods: PCIs were performed in 408 consecutive patients (63.113.6 years; 73.4%
males) by 6 different cardiologists. Choice of ipsilateral approach (IA): starting with
the supposed “culprit artery”, or a contralateral one (CA) was left to the operator.
Differences between the two approaches and their inﬂuence on reperfusion time,
events during admission or revascularization strategies were analyzed.
Results: Right coronary artery (RCA) was the responsible in 41.8% of cases, left
anterior descending in 41.5%, circumﬂex in 15.5% and LM in 1.3%. IA was preferred
in 53.06% of cases and CA in 46.94%. There were no differences between two ap-
proaches regarding baseline features of patients, reperfusion time, radiation exposure,
mortality or hospital stay. With IA a higher volume of contrast was used (189 vs 170 cc;
p¼0.018) When the left coronary artery (LCA) was the responsible, IA was more
frequent (76% IA vs 24% CA), but when it was the RCA, CA was preferred (IA 23.5%
vs CA 76.5%); p< 0.0001. With CA, bare metal stents (BMS) were more used than
drug eluting (BMS 53.8% vs DES 34.6%) inversely than with IA (BMS 39.3% vs DES
55.7%); p< 0.0001. With CA there were more patients with LM or multivessel disease
in which revascularization was completed with surgery (4.13% vs 2.4%, p< 0.0001).
Conclusions: Initial CA does not involve higher reperfusion time or clinical events.
On the contrary, the overall knowledge of coronary anatomy could imply a change in
management: greater use of BMS and programmed cardiac surgery. Moreover, ECG is
not always deﬁnitive to determine the culprit artery, speciﬁcally in inferior myocardial
infarctions. Despite the need to individualize each case, contralateral approach may be
the ﬁrst option with the exception of unstable patients.
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Background: Myocardial reperfusion following primary percutaneous coronary
intervention (PPCI) is limited due to atheroembolic events in patients with ST-
segment elevation myocardial infarction (STEMI). We aimed to evaluate the impact of
direct stenting technique on myocardial reperfusion and clinical outcomes of patients
with STEMI undergoing primary angioplasty (PCI).
Methods: Consecutive 78 patients were randomly assigned to the direct stenting or
the balloon predilatation after TIMI 2 or 3 ﬂow is achieved by selective aspiration
thrombectomy Epicardial and myocardial patency were assessed according to
Thrombolysis In Myocardial Infarction (TIMI) ﬂow scale and TIMI myocardial
perfusion (TMP) grade. Index of microcirculatory resistance (IMR) was assessed with
thermodilution curves during maximal hyperemia immediately after PCI. One year
clinical outcome was compared.
Results: A total of 78 patients were randomized after exclusion of patients not suitable
for stenting. Direct stenting was feasible in 34 of 39 patients who were initially
randomized (DS group) and stenting after balloon predilation was done to 39 patients
(PB group). There were no signiﬁcant differences in epidemiologic parameters, pain-
to-treatment time, and use of Glycoprotein IIb/IIIa Inhibitor. Final TIMI grade 3 ﬂow
(93.1% vs 82.1 %, p¼0.25), ﬁnal TMP grade 3 (64.3% vs 58.6%, p¼0.6) and peak
CK-MB level (178 vs. 190 ng/dL, p¼0.73) were comparable between DS and PB
group. IMR was similar between DS and PB group (23.3 vs. 29.4 mmHg∙sec,
p¼0.38). IMR could not be measured in 5 patients, including 1 in DS and 4 in PB
group, due to cardiogenic shock after stenting. At one year, 3 cardiac death had
occurred in PB group (0% vs 7.7 %, p ¼ 0.24).
Conclusions: DS without predilation after TA is not inferior to PB during PPCI in
improving myocardial perfusion and has a tendency of better clinical outcome. When
anatomically and technically feasible, DS technique may be considered.
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Background: Pre-hospital thrombolysis is associated with reduced time delay.
Routine early PCI after thrombolysis may optimize reperfusion and prevent rein-
farction and recurrent ischemia. The aim of this study was to evaluate in-hospital
outcomes of routine early PCI after prehospital tenecteplase thrombolysis in patients
with acute ST-elevation myocardial infarction in real-world clinical practice.
Methods: Data were collected on all patients (n ¼ 721) with STEMI admitted to the
coronary care unit and submitted to primary PCI from 2008 to 2013. One hundred
forty-four patients (20%) received routine early post-thrombolysis PCI were compared
with 577 patients received primary PCI. The composite of in-hospital death,
myocardial infarction, and stent thrombosis deﬁned as major adverse cardiac events
(MACE) were deﬁned as primary endpoints.
Results: Patients received routine early post-thrombolysis PCI were signiﬁcantly
younger then patients primary PCI group (56.910.2 years versus 59.611.2, p¼0.01).
The rate of diabetes mellitus, dyslipidemia, hypertension, chronic kidney disease and
previous MI were comparable between groups. The culprit artery was more often theJACC Vol 64/11/Suppl B j September 13–17, 2014 j TCT Abstracts/AcLAD in patients received routine early post-thrombolysis PCI (81.3% versus 46.6%, p<
0.001). The median “pain to needle” time was 80 minutes in patients after prehospital
thrombolysis group. The median time from thrombolysis to PCI was 4.5 hours. The
median “door-to-balloon” time was 86 minutes in primary PCI group. The rate of
transradial approach was comparable between groups (56.3% vs 57.2%; p¼0.838).
Occluded culprit arteries were more rarely identiﬁed during routine early PCI after
prehospital thrombolysis (41.7% vs 71.4%; p< 0.001). There were no difference of rates
of failed PCI (5.2% vs 3.5%; p¼0.388) and access site complications (4.9% vs 6.6%;
p¼0.564). The rate of stent thrombosis (3.5% vs 1.6 %; p¼0.127), repeat myocardial
infarction (2.1% vs 0.9%; p¼0.202), death (2.8% vs 3.5%; p¼0.459) as well as MACE
(7.6% vs 8.1%; p¼0.841) were comparable between groups.
Conclusions: In real-world clinical practice in-hospital outcomes of routine early
PCI after prehospital thrombolysis were comparable with primary PCI in acute
ST-elevation myoc.
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Background: Asymptomatic patients with chronic kidney disease (CKD) often
exhibit elevated levels of cardiac troponins. Therefore, we hypothesized that the
systemic release of troponin after ﬁrst ST-elevation myocardial infarction (STEMI)
will be disproportionally higher than that of creatine kinase (CK) in patients with
CKD.
Methods: We retrospectively reviewed consecutive 480 patients with STEMI from
January 2007 to August 2013. Among 480 patients, 203 patients were excludedd30
had a prior history ofmyocardial infarction, 25 did not result in CK elevation and 148 did
not have sufﬁcient data for analysis. Troponin I and CK levels were measured at 6-hour
intervals. The peak troponin to peak CK ratio (TCR) was calculated. High TCR was
deﬁned as TCR greater than 1SD. CKD was deﬁned as estimated glomerular ﬁltration
rate< 60ml/min/1.73m2 based on the creatinine value on admission. Echocardiography
was performed before discharge. Non-obstructive coronary artery was deﬁned as less
than 50% stenosis. Clinical characteristics and echocardiographic ﬁndings were
compared between the patients with and without CKD.
Results: Among 277 patients, 56 (20.2%) patients had CKD and 35 (12.6%) had high
TCR. Patients with CKD had a higher prevalence of hypertension, diabetes and
hyperlipidemia. Peak troponin I levels were higher in the CKD group compared to the
patients without CKD (median 95.3 [25-75%: 42.4-159.5] ng/mL vs. 57.1 [25-75%:
27.2-138.0] ng/mL, p¼0.03). In contrast, there was no signiﬁcant difference in peak
CK value (median 2252 [25-75%: 1012-3690] U/L vs. 2166 [25-75%: 951-3857] U/L,
p¼0.81), or left ventricular ejection fraction (median 44% [25-75%: 30-60%] vs. 50%
[25-75%: 38-60%], p¼0.07) between the two groups. High TCR was associated with
CKD (p< 0.001) and echocardiographic left ventricular hypertrophy (p¼0.01), but not
with hypertension, diabetes or hyperlipidemia.
Conclusions: Peak troponin level after ﬁrst STEMI was higher in patients with CKD
compared to patients without CKD, whereas peak CK level and left ventricular ejection
fraction were comparable between the patients with and without CKD. Therefore, peak
troponin level may overestimate infarct size after ﬁrst STEMI in patients with CKD.
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Background: The effects of collateral circulation between choronic total occlusion
(CTO) and infarct related artery (IRA) in acute ST elevation myocardial infarction
(STEMI) remains unknown. We aimed to assess the inﬂuence of this connection on
early clinical outcomes after primary percutaneous coronary intervention (PPCI) in
acute STEMI.
Methods: FromMarch 2013 throughMay 2014, a total of 534 consecutive acute STEMI
patients who underwent PPCI were enrolled the study. After PPCI, 62 (11.6%) patients
with concurrent CTO were divided in two groups. Accordingly, after restoration of
antegrad ﬂow, the new appearance collateral circulation to the CTO were classiﬁed as
CTO-IRA connected group. The others were classiﬁed as CTO-IRA unconnected group.
Results: In this study, we found the adverse effects of collateral circulation in CTO-IRA
connected group. This group was associated with higher incidence of Killip class2 at
presentation, lower rate of post procedural thorombolysis in myocardial infarction
(TIMI) 2/3 ﬂow and myocardial blush grade (MBG) 3 than CTO-IRA unconnected
group. Theseﬁndings also reﬂected as lower ejection fraction and higher peak troponin T
levels. In addition we found that CTO-IRA connected group had signiﬁcantly higher in
hospital and 30-day mortality rate (62.5%; p< .001, 70%; p< .001, respectively ). If we
excluded the CTO-IRA connected group, early mortality rates became similar in acute
STEMI patients with and without coexisting CTO group (p¼.179).
Conclusions: After restoration of antegrade blood ﬂow in PPCI, detectable collaterals
from IRA to CTO has an unfavourable effect on procedural success, enzymatic infarct
size, pre- and post procedural haemodynamic conditions in acute STEMI patients.
Furthermore these collaterals can predict the early clinical outcome.ute Myocardial Infarction B15
